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Steve Silberberger

Seven Oaks Community Homes Silkwood
3940 West 5th Avenue #C

Post Falls, Idaho 83854

RE: Seven Oaks Community Homes Silkwood, Provider #13G025

Dear Mr. Silberberger:

This is to advise you of the findings of the Medicaid/Licensure survey of Seven Oaks
Community Homes Silkwood, which was conducted on September 25, 2008.

Enclosed is a Statement of Deficiencies/Plan of Correction Form CMS-2567, listing Medicaid
deficiencies and a similar form listing State licensure deficiencies. In the spaces provided on the
right side of each sheet, please provide a Plan of Correction. It is important that your Plan of
Correction address each deficiency in the following manner:

1. What corrective action(s) will be accomplished for those individuals found to have been
affected by the deficient practice;

2. How you will identify other individuals having the potential to be affected by the same
deficient practice and what corrective action(s) will be taken;

3. What measures will be put in place or what systemic change you will make to ensure that
the deficient practice does not recur;

4. How the corrective action(s) will be monitored to ensure the deficient practice will not
recur, i.e., what quality assurance program will be put into place; and,
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5. Include dates when corrective action will be completed. 42 CFR 488.28 states ordinarily
a provider is expected to take the steps needed to achieve compliance within 60 days of
being notified of the deficiencies. Please keep this in mind when preparing your plan of
correction. For corrective actions which require construction, competitive bidding, or
other issues beyond the control of the facility, additional time may be granted.

Sign and date the form(s) in the space provided at the bottom of the first page.

After you have completed your Plan of Correction, return the original to this office by
October 13, 2008, and keep a copy for your records.

You have one opportunity to question cited deficiencies through an informal dispute resolution
process. To be given such an opportunity, you are required to send your written request and all
required information as directed in Informational Letter #2007-02. Informational Letter
#2007-02 can also be found on the Internet at:

http:/fwww healthandwelfare.idaho.cov/site/3633/default. aspx

This request must be received by October 12, 2008. If a request for informal dispute resolution is
received after October 12, 2008, the request will not be granted. An incomplete informal dispute
resolution process will not delay the effective date of any enforcement action.

Thank you for the courtesies extended to us during our visit. If you have questions, please call
this office at (208) 334-6626.

Sincerely,

SHERRI CASE NICOLE WISENOR
Health Facility Surveyor Co-Supervisor
Non-Long Term Care Non-Long Term Care
SC/mlw

Enclosures
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The following deficiencies were cited during your
recertification survey.

The survey was conducted by:
i Sherri Case, LSW QMRP
W 225 | 483.440(¢)(3)(v) INDIVIDUAL PROGRAM PLAN W 225, wass

The comprehensive functional assessment must It is the facllities intent to ensure that all
include, as applicable, vocational skills. functional assessment needed for each
individual is obtained as appropriate. The
facility also works to coordinate
This STANDARD is not met as evidenced by: programming to address needs across both
Based on record review and staff interview, it was the home and vocational settings for all
determined the facility failed to ensure the individuals, In this instance the identified

. : . erson has been transitioning from a
comprehensive functional assessment included gompletely home based prc?vision of

an assessment of vocational skills which services to beginning to participate in the
specified each individual's work inferests, work vocational  setting. A vocational
aftitudes, work-related behaviors, and potential assessment addressing additional skills
present and future employment options for 1 of 3 beyond the continuation of home based
individuals (Individual #1) for whom such |  program had not yet been completed. All
assessments were required. Without a other individuals being served have had

vocational assessments completed and this

i m acili b )
comprehensive assessment, the facility would be person's assessment will be completed as

unable to assist an individual with his vocational

training needs through development of objectives | well
designed {o optimize his abilities. The findings
include: Completion Date:  11-25-08
By Whom: Program Director and
Individual #1's IPP, dated 6/24/08, documentad a Vocational Services Supervisor

27 year oid male diagnosed with severe meantal
refardation. He attended a vocational training
program from 10:00 a.m. until 1:30 p.m. Monday
through Friday. When asked if 8 vocational
assessment had been completed, the QMRP
stated, on 9/25/08 at 11:20 a.m., no.

The facility failed to ensure Individual #1's
comprehengive functional assessments included J

current, specific, and comprehensive information

LABORATOR CTOR'S OR BADVIDER/SUPFLIER REPRESENTATIVE'S SIGNATURE TITLE K(XG) bATE
' oo, fg‘Wm /A SO =3O8

Any deficiency statement ending with an esterisk (*) denntes a deficiency which the institution may b excused from correcting providing it is detarmined that
other safeguards provide sufficlent protection te the patients. (See Instructions.) Except for nursing homes, the findings stated above are disclosable 50 days
following the date of survey whether or not a plan of corraction is provided. For nurging homes, the above findings and plans of correction are disclosable 14
days following the date these documents are madea availavle fo the facility. If geficlencies are cited, an approved pian of corraction is requisite to continusd
program participation. ’
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i
W 225 | Continued From page 1 W 225
related to his work strengths and needs, work
attitudes, and work-related behaviors.
Faclity ID: 135025 i continuation sheet Page 2 of 2
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MM724) 16.03.11.270.01(a) Assesmen M7 24
2 (@) Asses ts MIM274
As a basis fot individual program planning and Please refer to W225
program implementation, assessments must be
provided at entry and at least annually thereafter
by an interdisciplinary team composed of
members drawn from or representing such
professions, disciplines or services areas as are
relevant to each particular case.
This Rule is not met as evidenced by:
- Refer to W225.
. |
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